Reactions to Weaning
To the Editor. Two fully nursed children recently presented with what might be called &dquo;weaning reactions.&dquo; I hypothesize that each child experienced emotional turmoil or inner conflict with weaning, and expressed it as &dquo;undiagnosable crying.&dquo; Case histories follow. Case 1 An entirely healthy breast-fed 9-month-old baby has been going to bed at night like a charm since age 4 months. After a normal weekend day and the usual bedtime routine, the child is put into the crib awake as always, only to look about and begin to cry desperately. Surprised, the mother consoles him briefly, offers a breast-feeding, which he refuses, and puts him back down again. She tries to let him &dquo;cry it out,&dquo; without success. When his parents retrieve and hold him, he sobs on and off for the next hour. He has no fever, cough, cold, irregular bowel movements, or signs of teething distress, and finally settles enough to go back into his crib. After I O more minutes of crying, he falls asleep. He is fine the next day, and is alert and afebrile with normal examination findings at the pediatrician's the next morning. The next night he is put to bed with a bit of trepidation, but cries only I O minutes before falling asleep. The following night he is back in the groove and goes to sleep without a whisper.
What could have been the matter? No new teeth sprouted in the next 3 weeks. This baby, who'd never taken a bottle, had weaned fairly quickly to a cup at 6 to 7 months and continued to nurse only before bedtime until the night just preceding the crying episode. On further discussion, the mother realized that on the evening before the unusual crying, the baby had been offered the breast before bedtime as usual but bit on the first side, was taken off, and, when offered the second side, refused. And as noted above, on the night of the crying he had also refused to nurse. He never nursed again after that time.
Case 2
An entirely breast-fed 13-month-old child began having crying spells or &dquo;frustration fits,&dquo; as her mother called them, once and, rarely, twice a day, approximately every other day. Her puzzled mother tried to hold her, reassure her, and talk to her to no avail. When she put her down, the child ran off to a corner and continued to cry in an upset and upsetting way. The episodes lasted anywhere from 5 to 45 minutes and were not associated with being told &dquo;no&dquo; or with any specific event or time of day. Her sympathetic but exasperated mother had taken her to the pediatrician's shortly after the episodes began because of a cold and fever, and an early ear infection was diagnosed, treated, and completely resolved.
Further history revealed that the child was nourished entirely by table foods and was drinking from a cup, as she had never accepted a bottle. She was still breast-feeding twice a day when the episodes began, then a month later she breast-fed once a day for 3 days. Finally at age 14 months she never asked to breast-feed again. The episodes ended the day after she weaned completely.
Is this all coincidence? The mothers do not think so. What, then, defines a &dquo;weaning reaction&dquo;? Each child was entirely healthy and had normal examination findings. Both were completely breast-fed, weaned to a cup, and had never had a bottle (or pacifier for that matter). Both were able to wean by rejecting or giving up the breast of their own accord because their mothers are primarily at home and available to them. Most mothers feel sadness and a sense of loss when breast-feeding ends. With the resurgence of breast-feeding and the substantial number of &dquo;at-home&dquo; mothers, perhaps pediatricians should keep an eye and ear out for &dquo;weaning reactions.&dquo; Then they could assist mothers with their own feelings by helping them anticipate and empathize with the struggle their children, too, may experience when giving up breast-feeding.-LYDIA FURMAN, MD, Children's Hospital, 300 Longwood Avenue, Boston, MA 02115.
Hypertrophic Pyloric Stenosis
To the Editor: A 5-year analysis (1983-87) of our experience with hypertrophic pyloric stenosis (HPS) showed that diagnosis could be made by history and clinical finding of pyloric lump in 86.9% of infants (Table 1 ). In six patients, a pyloric lump could not be palpated, and air-contrast radiography (ACR) was used for diagnosis. An erect skiagram of the abdomen was taken after injection of 100 ml of air (after gastric evacuation) through a nasogastric tube, that was stoppered after introduction of the air. A hugely dilated stomach, with paucity of gas distally, proved to be diagnostic for HPS in all patients, without falsepositive or false-negative test results. Barium studies and sonography were not required.
Careful physical examination makes diagnostic Hematemesis appears infrequently (3.5%) in Indian infants with HPS. Jaundice, reported to occur in 8 percent of infants,' was not found in our infants with HPS. Although HPS is only four times more common in males in the United States5 and United Kingdom,' we found 93 percent of our infants to be males. There are similar reports from India' and Africa7 where the overall incidence of HPS is also lower (1 in 3,500 in India) as compared with the West. The predominant distribution of HPS in males seems to be accentuated in races having lower inci- 
Cinnamon Oil: Kids Use It to Get High
To the Editor:
In the June issue of CLINICAL PEDIATRICS, Pilapil described the gastrointestinal, cardiovascular, and central nervous system manifestations of cinnamon oil ingestion. In addition to its legal use as a flavoring agent in food, a few drops of the oil mixed with several ounces of a beverage has been used as a carminative to help settle digestive tract upsets.
Because ingestion of even small amounts of the undiluted essential oil can cause rapid heart beat, lightheadedness, facial flushing, and shortness of breath, cinnamon oil, purchased at food stores and pharmacies, has been used by children in some areas of the country as an inexpensive and readily available method of &dquo;getting high.&dquo; Two methods of such use are 1) repeatedly dipping toothpicks in the bottle of cinnamon oil and sucking on the flavored toothpicks and 2) wrapping a piece of tissue paper or absorbent cotton around the cinnamon oil impregnated toothpicks and repeatedly sniffing the pungent aroma of 
Actinomycin-induced Immune Thrombocytopenia
To the Editor: Actinomycin D (AMD) is one of the most useful drugs in the treatment of pediatric solid tumors, whether used alone or in combination with other chemotherapeutic agents. During our treatment of 35 children with newly diagnosed solid tumors in the 2-year period 1985-86 at Children's Hospital, New Orleans, we found 4 of 16 patients in whom moderate to severe thrombocytopenia developed after AMD treatment. This group represented 12 percent of our patients with solid tumors. They ranged in age from 3 to 17 years at diagnosis and included two patients with rhabdomyosarcoma, one with yolk sac tumor and one with synovial cell sarcoma.
Maintenance chemotherapy consisted of either alternate courses of vincristine, actinomycin, and cyclophosphamide (VAC) and vincristine, adriamycin, and cyclophosphamide (VADRC) or simply VAC every 3 to 4 weeks. All patients remained in remission with no evidence of disease 15 to 24 months from diagnosis. Severe thrombocytopenia occurred within days after and following subsequent courses of VAC therapy but not after VADRC courses. The thrombocy-
